Routh: Discussion on Ventrifixation
The PRESIDENT (Dr. Amand Routh) thought t4e discussion would be of great use, but he agreed with Dr. Fairbairn that it had not come down to the bedrock question of the concrete cases where the operation became " necessary." He thought the subject should be divided into primary and accessory ventrifixation. The operation was often done after the abdomen was opened for other indications, such as removal of the appendages, myomectomy, &c. Ventrifixation then did not add to the risk. It was entirely different, however, in the primary operation when performed for various types of mobile retroverted prolapsed uterus.
Several speakers, among them Dr. Munro Kerr, had said that ventrifixation should only be done when it was " absolutely necessary." He doubted if the primary operation was at all frequently a necessity, that is to say, that the existing conditions could not with patience and experience, and with less risk to the patient, be treated equally well by operations of a plastic nature, or by palliative treatment. A subinvoluted chronically inflamed retroverted uterus would often become anteverted spontaneously a few weeks after a curettage and a course of purgatives and ergot. He only knew of one concrete condition where it was necessary to ventrifix a mobile retroverted uterus, and that was where in addition a persistent prolapsed ovary prevented the use of pessaries. Nothing could exceed, the relief afforded by the operation then, but in that case it was a conservative operation of less risk than the alternative operation of removal of the prolapsed ovary. He hoped that in their replies the speakers would deal with the concrete indications for primary ventrifixation where the uterus was retroverted but mobile.
Dr. GRIFFITH, in reply, said he was not prepared to support all that had been said by those in favour of this operation, but he was ready to defend his own selection of cases which he had placed before them in his, introduction to the discussion. It was clear that some of the differences of opinion which existed were due, as evidenced by Dr. Donald's remarks, to the entirely different point of view taken by the speakers with regard to the symptoms to be attributed to retroversion and prolapse. Some attributed dyspepsia or neurasthenia to a retroversion which caused no direct local symptoms; others said that there were no symptoms unless the patient was neurasthenic. Both groups based their treatment on these opposing views and each condemned the action of the other.
Dr. Griffith would not offer to convert those who differed from him, but he would ask those who condemned the operation in all cases to investigate the question again with an open mind, and he had no doubt as to the result if the cases were properly selected. He would also ask those who held extreme views as to the effects of retroversion, to reconsider the question, for their practice was undoubtedly liable to bring the operation into great disrepute. Dr. Griffith's 77 cases were distributed over a period of twelve years.
Dr. BRIGGS, in reply, stated that for fifteen years his own earlier prejudices and convictions against ventral fixation prevailed. Later, from the tests of a few of the operations at long intervals ventral fixation asserted itself. If he had now, during the last fourteen years, operated on a large number of cases his efforts were the outcome of early caution and subsequent selection amidst the demands of a densely populated district. Briefly, uterine displacement as a clinical entity resembled inguinal hernia; it was not always conveniently left alone or treated by an instruiment and the family doctors who sent the patients, and the patients too, had realized the value of radical cures in certainly not a diminishing proportion of each.
Dr. ARTHUR GILES, in reply, said that although in his introductory remarks he was necessarily confined to the question of after-results, yet the discussion had turned much more on the subject of the indications for hysteropexy, and the questions that had been asked him had been almost entirely on these lines. Several speakers had expressed the view that the importance of accessory plastic operations had not received sufficient attention. The restricted time at his disposal had prevented him from giving some figures which he had prepared, which were as follows: Among the 200 additional cases reported in his paper there were 40 cases of prolapse and 67 cases of procidentia; in the 40 cases of prolapse a perineorrhaphy had been performed 35 times and colporrhaphy 13 times; in the 67 cases of procidentia a perineorrhaphy was done 65 times, and an anterior colporrhaphy 62 times. His experience was that in cases of prolapse and procidentia neither the repair of the parts below nor the slinging-up of the uterus above was sufficient by itself, as in either case the operation was almost always followed by a return of the symptoms, but by combining the abdominal support with a plastic operation on the vagina and perineum the results were satisfactory; he wished to say to those who looked with disfavour on the surgical treatment of displacements that they probably missed a great
